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The development of emergency rescue systems has provided
a new population of patients requiring intensive clinical
evaluation and long-term care. Accordingly, clinicians and
investigators have sought management strategies that would
best reduce the high recurrence rates of life-threatening
ventricular arrhythmias (1). As more experience has been
gained, it has become clear that subgroups of patients can be
identified among whom management strategies will differ. The
strategies available include the use of long-term antiarrhyth-
mic therapy guided by electrophysiologic study or ambulatory
monitoring (2,3), antiarrhythmiaJanti-ischemic surgery, im-
plantable devices and combinations of these strategies. Each
of these strategies appears to have provided impressive
results in long-term survival. Although concurrent control
subjects are impossible to obtain for this high risk population,
historical data suggest that the effective reduction of recurrent
cardiac arrest may be as much as 60% to 70% (30% 1 year
recurrence rate in the early 1970s versus 10% today).
Outcome of surgery among subgroups for whom surgery
is appropriate has been as impressive as the outcome of any
of the other modalities. It is now critical to identify those
specific patients for whom surgery is the preferred approach.
To this end, the paper by Kelly et at. (4) in this issue of the
Journal deserves attention.
Role of surgical revascularization. Extensive review of
indirect surgical methods for the treatment of ventricular
tachyarrhythmias has indicated poor results with coronary
bypass grafting alone or in combination with aneurysmec-
tomy or infarctectomy (5). Although patients with ischemia-
related ventricular tachyarrhythmia may benefit from revas-
cularization alone, they are a relatively small subgroup, and
ablative procedures are recommended for most patients.
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Indirect methods, such as coronary bypass grafting alone,
have been reported to result in a <60% success rate.
Specific patient subsets are difficult to define accurately.
Arecent report (6) of revascularization alone in patients with
documented ventricular fibrillation and coronary disease
indicated unsatisfactory results, with arrhythmia recurrence
in three of eight patients so treated. This differs from the
findings reported by Kelly et at. (4), which indicate that
patients with ventricular fibrillation constitute a particularly
favorable group for coronary bypass surgery alone.
In contrast to these reported findings, direct surgical and
cryoablation approaches have yielded good results in many
series (6). Our own data support those of Ostermeyer et at.
(7) of a low mortality rate and a success rate of 90% when
guided direct approaches are used.
Conclusions. It is generally thought that ventricular fibril-
lation induced by an appropriately specific protocol is more
likely to be the response in an ischemic environment, and that
sustained monomorphic ventricular tachyarrhythmia is the
more likely response when the arrhythmia is the result of a
chronic reentrant substrate. These concepts fit well with the
results reported by Kelly et at. (4). The caution we raise
relates to the subset analysis used to reach these conclusions.
Post facto subset analysis carries the risk of selecting positive
or negative outcome factors independent of the primary
discriminator. Thus, although it is physiologically feasible to
expect preoperatively induced ventricular tachyarrhythmia to
produce the outcome observed, it would be premature to use
such data for clinical decisions regarding intraoperative or
postoperative management. The accumulation of more data
from studies designed to test this specific question is needed.
Nonetheless, Kelly et at. (4) have brought the question to our
attention in dramatic fashion.
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